The use of lithium salts in affective dis orders is well established. Schou and others outlined such contraindications as renal and cardiac failure and a diet low in sodium. The original deaths with lithium occurred in patients on very low sodium diets. While patients should not be on a salt-restricted diet during lithium therapy, sodium-chloride substitutes are not now considered manda tory practice (5) .
Recent work confirms the findings of earlier toxicity studies which correlated toxi city and decreased renal excretion of lithium with low sodium intake (1) . Other articles point out that restriction of sodium intake results in lithium toxicity because of de creased renal clearance of lithium (4) . In a letter to the Lancet, Marks and Fry describe how toxicity may occur when a patient previously stabilized on lithium in hospital is discharged home where the diet is lower in sodium content (2) . The following case report is added:
Case Report
This 51-year-old female patient had been hos pitalized four times for depression; these were followed by euphoric episodes with excessive spending -three admissions had required elec troconvulsive therapy (ECT). Following her last hospitalization, during which she received four ECT, she was discharged on imipramine 50 mg. t.i.d.
She continued to experience depression con sisting of fatigue, indecisiveness, depletion of energy and interest and also excessive sleepiness. These occurred as discrete episodes of about two weeks, followed by return to normal or mildly euphoric affect. She felt she could pre dict the onset and that the episodes were be coming more severe as the years passed. At dis charge she weighed 130 pounds, and said she was eating more than usual and gaining weight. She was placed on lithium carbonate 300 mg b.i.d. which was shortly raised to 300 mg t.i.d. She was given and apparently understood the warnings about a normal salt intake and lithium toxicity. Serum lithium was 0.6 mEq/L. The periodic depressions subsequently became markedly attenuated.
Her caloric intake at discharge was later estimated to have been about 3000 per day. Because of weight gain she restricted herself to a 1000 calorie diet about two months after being placed on lithium, and succeeded in losing over 10 pounds in two weeks. The diet con tained no special restrictions but consisted basically of 'less of everything', and by the second week she began to suffer increased trembling of her hands and also nausea. In addition she noted a tendency to stumble and fall readily. This was about two weeks before her scheduled appointment and she elected to decrease the lithium to 300 mg b.i.d. The symp toms abated over a few days and at the time of her visit she was not toxic and the serum lithium was 0.6 mEq/L. She was advised that if she wished to persist with her 1000 calorie diet she should take supplementary salt tablets.
Discussion
The average diet of approximately 3000 calories per day contains 8 to 10 grams of sodium chloride, both as table salt and smaller amounts in the food itself. The minimum requirement is approximately 1-2 grams daily (3). The case report illustrates CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 18, No. 1 that a patient who has apparently under stood the need for adequate salt intake may unwittingly initiate lithium toxicity by em barking on a reducing diet which has an overall decrease in sodium and calories. This patient chose to decrease her lithium to a low level and this apparently com pensated for decreased sodium intake. Had she not done so quickly, more serious toxi city might have ensued. It would seem reasonable from this to suggest that with any patient who under takes a reducing diet while on lithium therapy, supplementary salt tablets should be prescribed even though this is not now standard practice.
